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Conclusions: The hybrid heart team co-proceduralist approach as adopted has resulted in low complication rates with good patient outcomes. This likely results from appropriate patient selection and superior peri-procedural care, in particular the ability to assess and pre-empt the potential for major vascular complications with a surgeon and cardiologist working together is key. The results described are consistent with other national and international experience employing a similar model. 
Liverpool Hospital, Sydney, Australia
Introduction: Intensive plaque modification with rotational atherectomy(RA) ± cutting balloon(CB) can facilitate successful stent delivery in extremely calcified coronary lesions. However, there is a paucity of studies examining the effects of this on stent expansion.
Methods: We retrospectively analysed consecutive patients undergoing IVUS-guided RA at Liverpool Hospital between Jan 2016-Dec 2018. IVUS was performed post-RA and after stenting. Calcium-index was defined as maximum superficial calcium arc multiplied by calcium length/lesion length. Post-RA reverberations (multiple reflections from calcium) were considered to represent RA-related plaque modification and reverberation-index was maximum reverberation angle multiplied by reverberation length. Stent expansion was minimum stent area (MSA)/average reference lumen area.
Results: Among 76 total RA cases, 15 were IVUSguided with 20 lesions included for analysis. Mean age 80.3 ± 8.9years, 93% male. Adjunctive CB was used in 15 lesions (75%). A mean of 1.1 burr/patient was used with the most common burr size being 1.5mm (9 lesions). Mean burr/artery ratio was 0.45 and burr/IVUS-lumen (external-elastic-lamina diameter) ratio was 0.41. Median calcium-index was 96.6 (IQR 52.5-133.7), with 360 0 -arc calcium in 11 lesions (55%). Calcium splitting was seen in 13 lesions (65%). Median MSA was 7.5mm 2 (IQR 6.5-10.7mm 2 ). Median stent expansion was 91.5% (IQR 75.3%-95.6%, range 58.2%-98.3%). Median reverberation-index was 445.5 (IQR 256.9-825.6). Calcium-index negatively correlated with stent expansion (r = -0.62,95%CI: −0.86 to −0.16, p = 0.01), and positively correlated with reverberation-index (r = 0.53, 95%CI: 0.11-0.79, p = 0.02). Angiographic success achieved in all cases.
Conclusions: Increased coronary calcification is correlated with stent under-expansion despite greater plaque modifica- Background: Low flow low gradient Aortic stenosis (LF-LG AS) is seen in about 5-10% of patients with severe AS and it is characterised by a discordance between the aortic valve area (AVA) <1 cm 2 and/or index (i) AVA <0.6 cm 2 /m 2 (consistent with severe AS) and the mean gradient (MG)<40 mmHg, (consistent with non-severe AS). Non-invasive assessment of LF-LG AS can be challenging.
Aim: We hypothesised that invasive assessment of LF-LG AS in the cardiac catheterisation laboratory with dobutamine stress testing can accurately assess AS severity and guide management.
Methods: We conducted a single centre, single operator dependent retrospective study on 18 patients identified to have LF-LG AS by echocardiography. Invasive assessment involved measurement of simultaneous gradients across the aortic valve with measurement of cardiac output (CO) using thermodilution. Clinical outcome following surgical or transcatheter aortic valve replacement (SAVR or TAVR) or medical management for patients with true and pseudo AS was studied.
Results: 11 patients had true severe AS, 5 patients had pseudo AS and 2 had inconclusive finding (See 
